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Purpose, Scope, Aims, and Objectives

1.1 Purpose

This Patient Safety Incident Response Plan (PSIRP) outlines how Secure 24 will respond and seek learning from patient
safety incidents reported by staff, patients, their families, and carers over the next 12 to 18 months. 

The plan outlines the processes that must be followed to meet the requirements of the National Patient Safety Incident
Response Framework (PSIRF) and is underpinned by Secure24 policies on incident reporting and investigation.
Secure24 will also provide guidance on PSIRF policy requirements to provide further clarity for staff on escalation
pathways, methods of review, safety action development, safety improvement plans and monitoring improvement. 

The aim of this approach to reviewing and responding to incidents is to continually improve, and as such this document
will be reviewed at least annually whilst our confidence in this new approach matures.

It will help us measurably improve the efficiency of our quality and patient safety incidents by focusing on:
A whole systems approach to identify interconnected causal factors and system issues (known or identified).
Using improvement science (data management) to prevent or reduce repeat patient safety risks and incidents.
Emphasizing the quality of PSIIs to enhance stakeholders' confidence in patient safety improvements.
Demonstrating the added value of this systematic approach.

We aim for this plan to remain flexible and dynamic whilst considering the specific circumstances in which patient
safety issues and or incidents occur and the needs of those affected.

Our Services :

Secure 24 operates with a dedicated team of professionals who are trained to handle a variety of challenging
situations, including the use of physical interventions to prevent self-harm and absconding, and managing patients with
complex needs. We are CQC registered and our operations span multiple locations, allowing us to provide consistent
and reliable services across the UK. 

Our collaboration with NHS Trusts, Integrated Care Boards (ICBs), and emergency response services ensures that we
are integrated within the broader health and social care system, contributing to seamless and safe patient care.

We offer : 

All level of risk conveyance needs for mental health and difficult behavioural persons - Reducing Restrictive
Practice
Bed watching or observational services that can reduce suicide and self-harm for patients in assessment areas or in
patient facilities regardless of location with mental health services, other healthcare facilities and non health acute
settings.

Secure 24 Monitors all usage of restrictive practices and self-harm incidents & will report all incidents of a sexual
nature as a safeguarding concern.

1.
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1.2 Scope

Secure 24 delivers NHS-funded care and so this document will be reviewed at least annually and or when ever the need
is identified . The document should be read alongside the Patient Safety Incident Response Framework (PSIRF) 2020. 

In reviewing our patient safety insights data and identifying the key patient safety issues to inform this plan we
undertook a comprehensive and collaborative review of our patient safety risks and responses from 2019-2022. 

The following stakeholders have initially been involved:
·Our staff – via the incidents reported 
·Thematic review of our patient and service user complaints and feedback
·Senior leaders and subject matter experts across the organisation and peers 

Secure 24 patient safety profile was identified through the following data sources: 
· Analysis of three years’ of incident data 2019-2022 
·Detailed thematic analysis of data 
·Themes from reported Never Events and Serious Incidents 
·Key themes from complaints/claims/inquests  
·Key themes identified from specialist safety & quality meetings  
·Output of stakeholder discussions and national priorities.

The criteria Secure24 has used for defining the patient safety risks is as follows: 

A. Potential for harm: 
·People: physical, psychological, loss of trust (patients, family, caregivers) 
·Service delivery: impact on quality of delivery of services; 
·impact on capacity and availability

 B. Likelihood for occurrence: 
·Persistence of risk/recurrence 
·Frequency 
·Potential to escalate and the Patient Safety Incident Response Plan 

 C. Potential for new learning and improvement: 
·Enhanced knowledge and understanding of the underlying factors 
·Improved efficiency and effectiveness (control potential) 
·Opportunity to influence wider system improvement. 

There are many ways to respond to a patient safety incident. This plan covers responses conducted solely for the
purpose of system learning and improvement. There is no remit within this plan or PSIRF to apportion blame or
determine liability, preventability, or cause of death in a response conducted for the purpose of learning and
improvement. Historically, it has been necessary to investigate each incident report that meets a certain outcome
threshold or ‘trigger list’. It has since been learnt that, focusing most patient safety reviews on incidents with the most
severe outcome does not necessarily provide the most effective route to ‘organisational learning’.
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We recognise that there is no need to investigate every incident reported to identify the common contributory causes
and improvement actions required to reduce the risk of similar incidents occurring.  The move to decide which
incidents to investigate from a learning and improvement perspective increases the opportunity for continuous
improvement by: 

improving the quality of future PSIIs 
conducting PSIIs purely from a patient safety perspective 
reducing the number of PSIIs into the same type of incident 
aggregating and confirming the validity of learning and improvements by basing PSIIs. 

This approach allows us to consider the safety issues that are common to similar types of incidents and, based on the
risk and learning opportunities they present, demonstrate that these are: 

being explored and addressed as a priority in current PSII work, or 
Are the subject of current improvement work that can be shown to result in progress, or  
listed for PSII work to be scheduled in the future. 

In some cases where a PSII for system learning is not indicated, another response may be required. Options that meet
the needs of the situation more appropriately are considered in the Incident Management policy and or in our
Safeguarding Policies.  

As part of this approach, incidents requiring other types of investigation and decision-making, which lie outside the
scope of this plan, will be appropriately referred as follows: 

professional conduct / competence issues – referred to human resources team 
establishing liability / avoidability – referred to the legal team 
medical examiners, and if appropriate, local coroners for issues related to cause of death  
criminal activity – referred to the police. 

Deciding what to investigate through a Patient Safety Incident Investigation (PSII) process will be a considered and
proportionate approach, informed by our local and national priorities included in our Patient Safety Incident Response
Plan (PSIRP). However, our objective is to also facilitate an approach that involves decision making through a multi -
professional approach to commission PSII’s that maximise opportunity to learn and improve from patient safety
incidents. The decision not to undertake a PSII will be agreed on an exception basis by the Senior Leadership Team.
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1.3 Strategic Aims

Improve the safety of care provided to patients and enhance their experience.
Develop systems to continually improve care quality and efficiency.
Improve the experience for patients, their families, and carers when a patient safety incident or PSII is identified.
Improve the working environment for staff concerning their experiences with patient safety incidents and
investigations.
aims to incorporate a wider patient perspective and input into our future PSIR planning at the next stage of
development as we develop our thinking on the introduction of patient safety partners (PSPs), or the equivalent.

1.4 Strategic Objectives

Act on feedback from patients, families, carers, staff and system partners about current issues with patient safety
incident response and PSIIs.
Develop a climate that supports a just culture and an effective learning response to patient safety incidents.
Create a local board-led architecture around PSII that promotes ownership, rigor, expertise, and efficacy.
Focus on high-quality, proportionate responses to patient safety incidents to:

Identify causal factors and system-based improvements.
Engage patients, families, carers, and staff in PSII for better understanding and resolution.
Develop and implement improvements more effectively.
Ensure sustainable spread of effective local improvements.
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Patient Safety Incident Reporting Arrangements2.

Secure24 outlines clear reporting arrangements for patient safety incidents. These include internal notification
requirements and external reporting to regulatory bodies as necessary. The reporting system ensures real-time and
effective incident reporting utilising structured templates to guarantee that reports reach the appropriate personnel
swiftly and are escalated as necessary.

Secure24 uses real-time reporting and feedback for the following:

2.1 Reporting:
General Incidents including Patient Safety Incidents
Safeguarding
Vehicle Accidents
Defective Equipment

2.2 Feedback:
Non-Conformance / complaints
Service User Feedback
Supporting Passenger Feedback
Clinician Feedback
Booking Feedback
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Utilising the above reporting and feedback tools, Secure 24 can monitor and review activity timely, ensuring effective
response and continuous improvement.

Secure 24 also recognizes that the NHS England Mental Health Safety Improvement Programme aims to improve the
safety and outcomes of mental health care by reducing unwarranted variation and providing a high-quality healthcare
experience for all people across the system by March 2024. The programme focuses on reducing restrictive practices,
reducing suicide and self-harm in inpatient mental health services, and ensuring sexual safety. Secure 24 monitors all
usage of restrictive practices and self-harm and reports all incidents of a sexual nature as a safeguarding concern.
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Situational Analysis – National3.

3.1 Millions of people receive safe and successful care annually from the NHS in England. However, incidents can and
do occur due to the complexity of health and social care systems. These incidents can have significant emotional and
physical consequences for patients and their families, and they can demoralise and distress staff.
The traditional approach of investigating each incident based on outcome thresholds is not always effective for
learning. 

This approach:

Often focuses on the severity of outcomes rather than the common causes.
Leads to an increasing number of incidents being investigated, overwhelming resources.

To improve collectively, the system and partners should:

Conduct PSIIs purely from a patient safety perspective
Aggregate and confirm learning from a small number of similar incidents
Remove barriers that hinder learning and improvement, such as mixed investigation remits and limited dedicated
time.

3.2 National requirements

The following nationally defined incidents will require an internal PSII:
● Never events
● Incidents that meet the ‘Learning from Deaths’ criteria - untoward or unexpected deaths clinically assessed as more
likely than not due to problems in care.

Situational Analysis – Local 

3.3 Based on the review and findings of the local incident reporting profile, local priorities for PSII have been set by
Secure24 for the period 2024- 2025
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·Self Harm: 
o  Patients may inflict harm on themselves using objects or their own body, leading to cuts, bruises, fractures, or other
serious injuries.
o  Secure 24 are trained to prevent ‘Self Harm’ using approved, positive physical restraint & verbal communication
which in the absence of could lead to more substantial patient safety incident.

·Absconding:
o  Patients who abscond may encounter dangerous situations, such as traffic, unsafe weather conditions, or hazardous
locations.
o  Secure 24 are trained in physical interventions and escort guides to minimalize the risk of absconding, as we
recognise that ‘absconding’ may lead to a more substantial patient safety incident.

·Injury's occurring from approved physical restraint techniques:
o  Secure 24 recognise that application of approved techniques can result in bruises, sprains, fractures, or other
physical injuries.
o  Secure 24 recognise that improper application of approved techniques can result in bruises, sprains, fractures, or
other physical injuries, and could be a direct result on inadequate training.

·Use of non standard restraints:
oWhilst Secure 24 recognises that in some situations the use of non-standard techniques may be the only available
option to protect themselves or others, this may lead to a more substantial patient safety incident.

3.4 Gap Analysis

A resulting outcome of this review has identified that the organisation needs to address gaps in PSII personnel skills and
resources to deliver effective PSIIs, focusing on:

·Upgrading Technological Tools
Action: Improve the analysis capability and trends of the data collected.
Timeline: To identify and evaluate software options by Q2 2024, with procurement and implementation
completed by Q4 2024.
Responsible Parties: IT Department, Head of Operations, Head of Business Development.

·Strengthen Internal Communication Channels
Action: Improve internal communication mechanisms to ensure that all staff are aware of Analytical data,
improvements and outcomes.
Timeline: Develop a communication plan by Q2 2024, with implementation starting immediately thereafter.
Responsible Parties: Communications Team, Head of Operations.
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Strategic Plan4.

Through analysis of our patient safety insights, potential for learning and improvement, systemic risk, and resources
available to complete PSII investigations, Secure24 will investigate each local priority until learning and
recommendations have been made and improvement work commenced. 

The strategic plan includes:
Consultation with commissioners and stakeholders to prioritise local PSIIs.
A prioritised register of patient safety incident types.
Thematic analysis of incidents to identify causal factors.
Conducting high-quality PSIIs with a focus on systems learning and improvement.
Ensuring each PSII is conducted separately and to a high standard.

Selection of Incidents for Patient Safety Incident Investigation (PSII)5.

5.1 Aim of a PSII

PSIIs aim to identify systems-focused causal factors and implement effective improvements to prevent or reduce
repeat incidents. PSIIs do not apportion blame or determine liability.

5.2 Selection Criteria

Incidents are selected for PSII based on:
Actual and potential impact.
Likelihood of recurrence.
Potential for new learning and system improvement.

5.3 Timescales for PSII
PSIIs should start as soon as possible after the incident is identified and be completed within 1-3 months, or a
maximum of 6 months in exceptional cases.

5.4 Nationally Defined Priorities:
Maternity and neonatal incidents.
Mental health-related homicides.
Child deaths.
Deaths of persons with learning disabilities.
Safeguarding incidents.
Incidents in screening programs.
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5.5 Related Nationally-Defined Incidents Requiring Local PSII

Never Events
Deaths likely due to problems in care
Suicides or assaults resulting in severe injury or death of a detained person
Deaths of persons with learning disabilities
Deaths of patients detained under the Mental Health Act (1983), or where the Mental Capacity Act (2005) applies,
where there is reason to think that the death may be linked to problems in care (incidents meeting the Learning
from Deaths criteria)
Safeguarding incidents in which:

Babies, child, and young people are on a child protection plan; looked after plan or a victim of wilful neglect or
domestic abuse / violence. 
Adults (over 18 years old) are in receipt of care 
and support needs by their Local Authority 
The incident relates to FGM, Prevent (Radicalisation to terrorism); 
modern slavery & human trafficking or domestic abuse / violence.

All healthcare providers must contribute towards domestic independent inquiries, joint targeted area inspections, child
safeguarding practice reviews, domestic homicide reviews and any safeguarding reviews (and enquiries) as required to
do so by the Local Safeguarding Partnership (For children) and local Safeguarding Adults Boards.

5.6 Locally-Defined Incidents Requiring Local PSII

Local priorities for PSII are based on incident data and agreed with commissioning organisations. These include:
Self-harm incidents.
Absconding incidents.
Injuries from restraint techniques.
Non-standard restraint incidents.

Where an incident does not fall into any of the categories above; an investigation and/or review method using learning
response tools may be used, except PSII (which should not be undertaken by staff who have not received the specialist
training required to undertake PSII).

Selection of Incidents for Review6.

Not all incidents require PSII but may benefit from other types of review, such as:

Immediate safety actions.
Open disclosure conversations.
Case record reviews.
Safety huddles.
After-action reviews.
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Engaging with Those Involved in a Patient Safety Incident7.

At Secure 24, our robust incident and whistleblowing reporting procedure is reviewed and updated regularly to ensure
processes are managed in as real-time as possible with effective reporting guidelines; utilising structured templates to
guarantee that reports reach the appropriate personnel swiftly and are escalated as necessary.

For seamless communication with all stakeholders, we employ Microsoft Feedback forms for external parties, ensuring
transparency and prompt responses.

To support our crews affected by patient safety incidents, we have established a comprehensive welfare process that
includes direct verbal communication / welfare meetings facilitated by HR, direct line managers, with access to
Employee Assistance Programme (EAP) services.

In addition our whistleblowing policy includes an anonymous feedback form for those who prefer to report concerns
confidentially. If a situation arises that requires wider organisational review and learning the Senior Leadership Team
will evoke the required actions addressing organisational staff as a whole.

Utilising the above reporting and feedback tools Secure 24 can monitor and review activity timely, which will trigger a
PSII culminating in improving the processes or procedures to optimise patient's safety. 

PSII findings and analysis from more than one similar incident provides an opportunity to identify common causal
factors by cross-referencing and corroborating them.

Roles and Responsibilities8.

Secure 24 outlines clear roles and responsibilities in relation to its response to patient safety incidents to ensure a
systematic and effective approach to incident management and continuous improvement.

8.1 Incident Reporting and Management

·Staff Members:
Role: Report all patient safety incidents, near misses, and hazards promptly using the established reporting
systems.
Responsibility: Ensure accurate and timely documentation of incidents and participate in initial incident
reviews when required.

·Team Leaders and Supervisors:
Role: Oversee the incident reporting process within their teams and ensure compliance with reporting
protocols.
Responsibility: Conduct preliminary investigations, provide immediate support to staff involved, and ensure
that all reported incidents are escalated appropriately.
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8.2 Incident Investigation
·Patient Safety Incident Investigators:

Role: Conduct thorough and impartial investigations of reported incidents.
Responsibility: Gather and analyse evidence, identify root causes, and develop recommendations for
preventing future incidents. Investigators must document their findings in detailed investigation reports.

·Head of Operations:
Role: Oversee the incident investigation process and ensure that investigations are conducted in a timely and
effective manner.
Responsibility: Review investigation reports, ensure appropriate corrective actions are implemented, and
monitor the effectiveness of these actions.

8.3 Quality Assurance and Improvement
·Patient Safety Board:

Role: Provide strategic oversight and governance for patient safety initiatives and incident response processes.
Responsibility: Review serious incidents and investigation outcomes, approve improvement plans, and ensure
that lessons learned are disseminated across the organization. The board comprises the Head of Operations,
Training Manager, and Executive Safeguarding Manager.

·Training Manager:
Role: Develop and deliver training programs related to patient safety and incident response.
Responsibility: Ensure all staff are adequately trained in incident reporting, investigation procedures, and the
application of safety protocols. Regularly update training materials to reflect best practices and lessons learned
from incidents.

8.4 Support and Communication
·Human Resources (HR) Department:

Role: Provide support to staff involved in patient safety incidents.
Responsibility: Facilitate welfare meetings, offer access to the Employee Assistance Programme (EAP), and
ensure staff have access to counseling and other support services as needed.

·Communications Team:
Role: Ensure effective communication of patient safety policies, incident reports, and investigation findings to
all stakeholders.
Responsibility: Use various communication channels, including Microsoft Feedback forms and internal
bulletins, to maintain transparency and keep staff informed about patient safety initiatives and improvements.

8.5 Governance and Accountability
·Executive Safeguarding Manager:

Role: Ensure all incidents of a safeguarding nature are handled appropriately and in accordance with legal and
regulatory requirements.
Responsibility: Liaise with local authorities and regulatory bodies, conduct safeguarding investigations, and
ensure that safeguarding concerns are addressed promptly and effectively.

·Senior Leadership Team:
Role: Provide overall leadership and direction for patient safety and incident response efforts.
Responsibility: Ensure that the PSIRP is implemented effectively, allocate resources as needed, and foster a
culture of safety and continuous improvement within the organization.

By defining these roles and responsibilities, Secure 24 ensures a coordinated and comprehensive approach to
managing patient safety incidents, fostering a culture of safety, and driving continuous improvement across the
organization.
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Patient Safety Incident Escalation, Review, and Improvement9.

9.1 Utilising the reporting and feedback tools, Secure 24 monitors and reviews activities which trigger a Patient Safety
Incident Investigation (PSII). PSII findings and analysis from multiple similar incidents provide an opportunity to identify
common causal factors through cross-referencing and corroboration.
Recommendations may be translated into safety actions, which could be detailed system incident reporting methods
and reviewed and monitored through Learning and Improvement Plans.
If a single response reveals significant risk(s) that require(s) immediate safety actions to improve patient safety, action
will be taken as soon as practically possible.

9.2 All serious incidents and patient safety events follow the same escalation and investigation plan. This includes:
Serious Injury & Incident Reporting Escalation Flow Chart
Incident Management Policy

9.3 Patient Safety Events & Investigations are overseen for quality learning and improvements by the 'Patient Safety
Board,' which includes:

Head of Operations
Training Manager
Executive Safeguarding Manager
Other colleagues as required which may be peers or partners from the Urgent and Emergency Care System.

By following this structured and inclusive approach, Secure 24 ensures systematic review and promotes continuous
improvement in patient safety and quality of care.

9.4 Evaluating and Monitoring Outcomes of PSIIs

Monitoring and evaluating PSII outcomes ensure that improvements are effectively implemented and sustained.
Reports include aggregated data on incident reporting, audit findings, and feedback from patients and staff.

Complaints and Appeals10.

Secure 24 has established procedures for handling complaints and appeals related to the organization's response to
patient safety incidents. This includes both local and national arrangements and ensures that all concerns are
addressed promptly and effectively.


